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EMPLOYEE CHANGE FORM      
NOTE: ONLY ENTER INFORMATION IN THE FIELDS WHERE YOU WANT INFORMATION TO CHANGE

	DEPT/CAMPUS ADDRESS:                                                               SUPERVISOR/TIMESHEET APPROVER:                                                          CONTACT PHONE:       


	PEOPLE DATA

	Effective Date: 

           
	Last Name:

     
	First Name:

     
	Middle Initial:

     
	Employee #:

     
	Correspondence Language:

     

	Education Level Reached

     
	Student Status: FORMCHECKBOX 
 SUNY Undergrad  FORMCHECKBOX 
 SUNY Grad


	Degree Expected

     
	If Full-Time SUNY Student, Date Degree Expected(MM/DD/YY)

     

	PAYROLL ASSIGNMENT RECORD
	
	PERSON RECORD

	 FORMCHECKBOX 
 FTE             

 FORMCHECKBOX 
 Salary/Period End Date:       

Check One:

 FORMCHECKBOX 
 Annual $             ______ (B/W)                ___ Prior Salary $     _____
 FORMCHECKBOX 
 Hourly Rate $      

 FORMTEXT 
     
 FORMCHECKBOX 
 Other      

 FORMTEXT 
     
	 FORMCHECKBOX 
 Last Name                                                      First Name             

 FORMCHECKBOX 
 Social Security Number       
 FORMCHECKBOX 
 Visa Type:    FORMCHECKBOX 
 F01  FORMCHECKBOX 
 H01  FORMCHECKBOX 
 J01  FORMCHECKBOX 
 J02  FORMCHECKBOX 
PER  FORMCHECKBOX 
 OTH (Specify)      
 FORMCHECKBOX 
 Work Authorization Date:  Month       Day        Year      
 FORMCHECKBOX 
 Mail Stop (Check Delivery Drop)       



	NOTES / EXPLANATIONS

	     


	LABOR DISTRIBUTION

	+ / -
	Project
	Task
	Award
	Organization


	Expenditure Type
	Start Date
	End Date
	FTE on Account
	% of Salary

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	This appointment is consistent with sponsored program terms and conditions and with Research Foundation policies

Project Director/

Co-Project Director_______________________________________________

                                 (Signature)                                        (Date)

Operations

Manager______________________________________________

                                 (Signature)                                        (Date)
	Additional Campus Signatures as Required

______________________________________________                                 (Human Resources Signature)                            (Date)

______________________________________________                                 (Employee Signature)                                          (Date)
	NOTES – PERSONNEL USE ONLY
Student credits/semester_______________________

Exempt SS/Medicare:    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
   No

PeopleSoft Employee:   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
   No 

Payroll confirmation e-mail _____________________

Initial payroll review ________Time/Attend_________ Non-Resident___________ Benefit packet ________

Form logged ______ 

notes on reverse   FORMCHECKBOX 




Input by __________ Date __________
Reviewed by _________ Date_______ LD Input by __________ Date ____________ LD Reviewed by _________ Date________
2
9/16/11

